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CASE 5: IF A STUDENT WITNESSES THE DEATH OF A PATIENT FROM IATROGENIC 
CAUSE THROUGH THE ADMINISTRATION OF WRONG MEDICATION AND WITNESSES 
AN INACCURATE DEATH CERTIFICATE 

 

Justin Oakley: Okay thanks Glenda, well speaking of escalation, case five is going to 
raise the stakes a little bit more, because this is one that Mick is 
going to read out. It's the failure to disclose iatrogenic causes of 
death. So over to you Mick. 

Mick: I saw a patient die due to incorrect medication and when I read the 
reports the cause of death did not include any information about the 
events that appeared to contribute to this death. I felt angry and 
upset but had no idea what to do, and so I did nothing. What do you 
think I should have done? 

Justin Oakley: That would be an interesting one for any panel member to discuss. 
But I think I might start with Clare. 

Clare Delaney: Well for me this one seems a little more clear cut than the others in 
so far as the student seems to be on the face of it, sure something 
grave has gone wrong, or there's been some important problem. But 
I guess they then have a choice of what do they do about this, and 
there are various options some of them carry risks themselves of 
incorrectly sort of stating something, or jumping in without finding 
out what went on. 

 So  there are risks of damage you can do if you respond too hastily. 
So well for me this one is a clear - there's a clear need for the student 
to go back to their supervisor, or their university. I would be going 
through that channel, that would be my response. 

Justin Oakley: Do you think if we just perhaps continue our discussion about this 
from an ethical point of view, and then we can move to the legal 
perspective on it which is obviously important. But thinking about it 
from an ethical perspective Toni, do you think it's going to make a big 
difference here you know whether someone is a staff member or a 
student observing this, from an ethical perspective? 

Toni Hoffman: I don't think so. I think that - I know that legally it's different. But 
from an ethical point of view I think that it would be the same thing. 
You know, I mean it's important to disclose this death on several 
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levels. I mean I've had a similar situation where I've seen you know 
death certificates - once again it was related to what happened in 
Bundaberg - and the death certificates were incorrect. I mean that 
was done after the event. 

 But you know it's a very difficult situation in a way, because as Deb 
said, or sorry Clare said, you know you've got to be very sure of what 
you're saying. If there's an absolutely direct link between the 
incorrect medication and the patient dying, well there's probably a 
system's failure somewhere and that needs to be addressed. I mean 
there's a whole gamut of reasons why that has to be reported.  

Justin Oakley: Perhaps thinking about it from a legal perspective, we could hear 
from either Deb or from Glenda about that. I don't know which of 
you wanted to comment on it legally?  

G. Beecher: So I think Toni's point about you've got to have some confidence that 
this actually was the cause of death. There's so many things that 
cause death we know, the problems, or the scenario is put, as if this 
was clear-cut. Now if that's right, then we're in the reportable space. 
This is a really serious deviation from what is proper practice, in 
terms of the level of believe you need to have some sort of 
reasonable belief. So it doesn't mean that you have to have absolute 
proof to make a report, but you have to have a reasonable belief that 
this was the cause of death and this is what was recorded and they 
are at complete odds. 

 Then it's handing over to authorities to investigate. Then you're 
handing over the burden, because it's now no longer - you don't - as 
a university we don't have the authority to investigate, as an 
individual student it's not for you to go out on a crusade. But you're 
handing over the responsibility to the proper regulator, and they 
now have a legal duty to go and look into okay, was there a serious 
deviation from the proper practice, is it just a one off because it's this 
particular clinician, or is it more a systemic thing - and then if so, they 
can go into institutions and start to sort of raise ruckus and the like. 

 So they've got the authority, we've got as individuals, and as an 
educational institution, there's limits on what we can actually 
achieve. So there is a tipping point where you say okay, we've got to 
hand it over now to someone who has powers to take this matter 
further to get to the bottom of it. I believe it, but I haven't got 
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absolute proof, but they can get to the bottom of it, they can 
demand records. They can look at charts, things like that, that we 
wouldn't have the rights to go and access.  Form views, get 
independent expert opinions about with those records, with those 
charts, with those drugs administration, with that condition, is this 
the cause. Why, then ask the clinician, why was it not written down 
that way? 

Justin Oakley: So do you feel Glenda that there's a difference here from a legal 
perspective whether or not it's a student or a staff member who 
actually notices that this report has a sort of error in it? 

G. Beecher: I don't think there's a difference about who's noticing it, there's a 
difference about what you would do. That's my suggestion. So I'm 
not suggesting any student be running off to AHPRA and making 
reports, that's too much to ask for any student. You are young, you 
are at the beginning of your career, they're not decisions that you 
want to be making, is my suggestion to you. My suggestion is that 
the decision you're making is to take it back to your university and 
say this is what I saw, this is how bad it was, can you do something? 

 You really need to listen, this is how bad it was, and then let the 
institution make some decisions about that. Now obviously if you're 
not satisfied with what the university or whatever does, you've still 
got the ability to go and do your own thing. 

 But it's not primarily your responsibility, you're here to be educated, 
not to be taking responsibility for reporting decisions and other 
things like that. 

 


